THIS odontome was growing in a boy, aged 4. He was brought to me at the Metropolitan Hospital for treatment on account of the swelling in the lower incisor region. It was just noticeable from the outside and gave the child the appearance of having a swollen lip. The swelling was first noticed by the parents when the boy was aged 8 months, and was incised three times at different intervals but with no result as to diminution in size of the swelling, which gradually increased. The growth was situated in the right side of the mandible, extending from the symphysis menti to the deciduous canine (3i cm. over the swelling) and from the gum margins to the bottom of the sulcus (2J cm.).
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On examination a hard smooth non-fluctuating swelling was present. The right deciduous lateral incisor was slightly displaced, but this was the only tooth which seemed to be affected by the growth, all the temporary teeth being present and normal. It was impossible to make a definite diagnosis before operating without a radiograph. There was no history of pain, and the child at the time was quite healthy.
I had a skiagram taken and it showed a mass of denticles; by this I diagnosed a compound composite odontome.
The tumour was removed under chloroform and ether anasthesia; this consisted in making an incision including the whole extent of the upper border of the swelling, and reflecting the muco-periosteum together with the levator menti, with a periosteal elevator. The bone was then chiselled away and the odontome exposed; this was successfully done without disturbing it. The operation was done by Mr. Peter Daniel. The bone covering the growth was quite thin; it was only 1 mm. in thickness near the symphysis, being slightly thinner in the canine region. There was no fluid nor visible cystcavity. There was no embracing capsule or lining membrane, each denticle or mass was attached to the posterior wall by its own capsule. The largest mass was situated directly under the thinnest portion of the outer wall near the canine. The skiagram of this mass shows it to contain several denticles. One denticle was lying at the bottom of the cavity in a crypt by itself near the symphysis. At the root of the central incisor a small denticle was situated, but was not in direct contact with it. The posterior wall showed signs of septa corresponding to the.separate masses of the tumour. The central and lateral deciduous incisors were extracted, as they were in relation to the cavity.
Their roots showed Do absorption. The canine was not extracted as it was covered by its own bony socket and not in communication with the cavity. The cavity was allowed to heal by granulation.
The only treatment prescribed was frequent irrigation by syringing with hydrogen peroxide vols. 5. The child was discharged from hospital in a week, the wound healing well. There was no family history to account for any departure from the normal. His two sisters have normal dentition, except that the maxillary first molars show over-developed cingula.
This odontome was removed five years ago and I had radiographs taken at different periods and was then surprised to find teeth growing in the space previously occupied by the tumour, because the cavity was thoroughly cleared and it did not seem possible that the germs of the permanent dentition could be in the remaining bone.
The latest skiagrams show the canines in position for eruption. The models of the mouth show the present condition of the teeth. The right lateral incisor is in malposition, due probably to displacement of the tooth germ caused by the growth. I have since extracted the milk molars and right canine; the canine shows no absorption but a septic condition around the apex caused possibly by infection when the wound was open.
As all the incisors and canines are present in the second dentition and the milk dentition was also present and normal, it is reasonable to think that the odontome was caused through abnormal development of a supernumerary tooth germ. I will give reasons to support this statement later. This case has some very interesting features, viz.:
(1) The growth of the teeth after the removal of the tumour; the early age at which the swelling was first noticed.
(2) The first compound composite odontome reported in a subject so young, the next youngest patient being aged 8k years [1].
(3) The fortunate possibility of being able to follow the case up until the permanent teeth erupted.
In the twelve cases reported in man in "The Report on Odontomes," two only occurred in the mandible. One was in the incisor region, the other in the molar region. Therefore, by deduction, the mandibular incisor region is an unusual site for these odontomes.
The cases recorded have mostly come under observation when suppuration has been a complication, so that it has been impossible to describe the capsule and the arrangement of the denticles. In one case recorded by Sir John Bland-Sutton [2], he refers to a soft mass of vascular tissues containing a large quantity of irregular pieces of bone. There was no tooth tissue at all, and although this case is classed with this.kind of odontome, I do not consider its description justifies its place in this list. It certainly does not show any resemblance to my case.
In Mr. A. A. H. Johnson's case he states that six denticles were present in one or two cysts. This must refer to the capsules which surrounded them, as there appeared to be no cystic formation about my odontome.
A case under the late Mr. Stanley Boyd does not appear to be on record.
It was shown in a clinical lecture at-Charing Cross Hospital and referring to the notes I made then and relying on my memory I am certain the odontome comes under this class. It was in the region of the maxillary right central incisor, which was present but very late in erupting. The swelling was above this and high in the sulcus. The patient, a girl, was aged 20. Several denticles were removed from the cavity. I favour the assumption of the supernumerary germs giving rise to this condition because in my case all the teeth in the temporary dentition were present and are present in the permanent set. In Mr. Boyd's case just referred to, the permanent central was present.
In Dr. J. Ward Cousins' case [31, after an extensive operation for removal of the odontome " a tooth mass is seen surrounded by thickened gum " in the position of the right second and third molars in the mandible.
In Mr. Tellander's case [4] , eight months after operation " a tooth was making its appearance in the spot from which the last of the teeth were removed," and two years after, a model taken of the mouth showed in the former position occupied by the growth " a supernumerary and a bicuspid tooth." It is possible that the supernumerary tooth was a denticle from the odontome and erupted in the usual manner.
In a case reported by Dr. M. H. Cryer [5] in which the tumour was in the maxillary central position, the central incisor was high in the palate, lying horizontally but descended into its normal position after the operation. In another case of his, in a skull, the central is shown lying horizontally, in the palate. The eruption undoubtedly had been arrested by the odontome. The other cases reported do not mention teeth erupting after operation. Thus it seems to me quite reasonable to think that compound composite odontomes are caused by abnormal development of supernumerary tooth germs ratheIr than by abnormal development of normal tooth germs.
Mr. Mummery kindly made sections of this tumour for me and will demonstrate them to you.
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WHEN Mr. Harborow made his communication last year on this very
interesting case of a compound composite odontome, only a small portion of the growth had been examined microscopically, but he afterwards kindly consented to my request that the tumour should be decalcified and sectioned, thinking with me that it would be of more value in microscopic slides than as a museum specimen.
The investigation gave some very interesting results, the chief one of these being the demonstration of the presence of the sheath of Hertwig in connexion with one of the larger denticles.
In fig. 1 , a portion of the tumour is shown containing numerous denticles and the largest one shows the epithelial sheath extending along the margin of the pulp. Under higher magnification (fig. 2) the structure of the sheath and the epithelial cells of which it is composed are very clearly seen. This is a very interesting confirmation of the statement of von Brunn that all dentine is laid down under the influence of epithelial cells; as he says, "Where there is no epithelial sheath there is no dentine." In this case although the dentine is present there is no enamel; the sheath must, however, have proceeded from the epithelium of the tooth-band and enamel may also have been formed in this denticle, but if so, it has been encroached upon by the mixed tissue of which the odontome is chiefly composed and has disappeared. The enamel has remained in many places after decalcification. It would appear that it had not been completely calcified, as sections cut without decalcification show the structure of the enamel perfectly, but it took the stain with greater ease even than the dentine.
A curious mass of partially developed enamel is seen in fig. 3 . At the upper margin the fibrous capsule is seen enclosing a rudimentary enamel organ and a mass of calcospherites of various sizes. This appears to be an abortive attempt at enamel formation. The section was stained with orange rubin, which coloured the mixed tissue of dentine and cement a brilliant red while the mass of spberites I bave described was of a duller brownish colour, appearing to indicate a different tiqsue structure and probably showing that the whole of this central mass of spherites is of epithelial origin.
At one margin of the tumour a developing tooth is seen projecting from the surface showing its imperfect enamel organ and calcified enamel and dentine ( fig. 4 ).
FIG. 1.-A large denticle showing at a on the right the shesith of Hertwig onl the outer side of the dentine pu1ll b, mixed tissue and denticle; f, fibrous capsuile. Fig. 5 shows a portion of the growth crowded with small denticles. In one of these the fibrous enamel is in position and. has only beeln partially decalcified by the acid. Fig. 6 shows the margin of one of the larger denticles with remnants of enamel projecting from a mixed tissue containing many large calcospherites. AIvery marked feature in this specimen is the very complete fibrous capsule in which are seen scattered epithelial strands and larger masses of epithelial cells ( fig. 7) .
This odontome is remarkable clinically in being, I believe, the only recorded case in,so young a subject and one also in which all the teeth were erupted. The only apparent abnormality in the teeth was a smooth nodule of enamel projecting from the mesio-labial aspect of the central incisor and blending evenly with the enamel of the crown. 
